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" WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

FEDERAL SECURITY AGE\ cY

National Office of Vtta] S

FEBOCT

R:g:st.rat,mn District No

VZM

MISSOURI DIVISION OF HEALTH

STANDARD CERTIFICATE OF DEATH s e ... RO
Primary Registration District No/ﬂaz_. Registrar's No.‘-:._‘.:?:‘.._gggﬂ.._

1. PLACE OF DEATI:

JACKSON

(a) County.
(8} City or town

In this community.

KANSAS

CITY

(If cutsids city or town limits; write "RURAL" and name of township)
{¢) Name of hospital or inatitution:

_________ GENERAL HOSPITAL NO.. 2. ()

(If oot in bespital or institution, write street number or location)
(d} Length of stay: In hospital or institu&om..__.ﬁl_DAY.S_-_........._...__.......

14_YRS

(Specify whether

years, months or days}

2, USUAL RESIDENCE OF DECEASED; }L ?,
{s) State. MISSOURI ® County JACKSON
() Clty o town KANSAS CITY

(If owtaide city or town Limite, writs “RURAL"™)

{d) Strect No 1226 WOODILAND 2

(If roral, give location)

{e) Citizen of foreign country?. NO {Yes or No) _

If yes, name country.

MEDICAL CERTIFICATION

> (o) PRINT
_ Il:t::f:;“"“"‘“ELI_SANDEBS“SMIJTE)";‘C'l;;“"'r;;' 20. DATE OF DEATH: Month _SEPTEMBER 40y 22,
. ‘ /l/t-‘D | m-l%&m..__hour 4 minite 25 P. M. )
hame war.
21. I hereby certify that I attended the deceased from.... JULY
l 5. Color or 6. {a) Single, widowed, maried, 23, 19_!_&_5_ SEPTEMBER 22’ 1. 4L8
4 SELMALE. ......... race.....N.mRD.. ﬂ,divomed__EI.DQHED_... that I last eaw b IM alive on SEPTEMBER 22 19&3
6. (¢} Nameof bughandorwife.—— . 6. (¢) Age of husband or wifeif [ and that death occurred on the date and hour stated above. i cht—fou
Ind alive—— . years || Immediate cause of dearn__ CARDIAC FAILURE | 7**" il
7. Birth date of deceased...._._ ANUARY 17, 1885
(Month) (Day) {Year)
8, AGE: Years Months Days If less than one day Deeto........ {YPERTENSIVE-AND ARTERIOSE VP
. 63 g 5 . _ IC_HEART DISEASE
- =2 Due to_...
9. Birthplace..._.. BOWLING. GREEN .. . KENTUCKY 2. — . , o ..
O Gl o ot sowata) St ferien ooy || ~FRACTURE "GP -LEFT-GREATER-TROCHANTER | 61-DAYS
10. Usual mumum_C_QNSIBHC.TIQ_ _.LA_&Q_._._.. ....... . Cemereesenesrann o&r;’;f n, d"uoni;;,m S months of death) OF FEMUR: "“SEKIL]'\"! :'——‘
11. Industry or basi G PSYCHOSIS PHYSICIAN
8 { 12. Name.._.JAMES_EDWARD. SMITH - "0 eperations o Undertine
= R
5\ 13, Birthptace KENTUCKY / L £/ o A the catoe i
{Cily, lown, of couniy) {Stata or foreign country) . - Of autopsy I should be
é 14. Maiden name.. . HLTTLE /' ! f char ““a.
. : : L cally.
E 15. Birthplace. ..., AT prrn EEEEPCKE““’) 22. 1f death was due to external causes, fill in the following:} \ y}
16. (&) Tnformant... . GLARA ] m(s ISTER) . .. ||@ Accident, suicide, or homicide (spedfy)‘_.@ﬂ-adg"";L_
(5} Address. ... Q0 GAR . _ (5 Date of occurrence....—.
17. (@) ... (8) ' Date thereof.. q— i V‘g
I (Monthy (Day) (Year)
{c) Place: burizl or crematio :
18. (g) Signnture of funeral director. ¥4
o g LE1T_E0 15
w @ I=L V=G

(Dato received local registrar)

(Licensed Embalmer’s Sul.cment on Rovexrse Side)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

Registered Apprentice No

working under my personal supervision. %%M/
Signed

Licensed Embalmer No 3 g 3 ......

bonelt 7 C. /3 e

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be so stated above.




